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WRITE PLAMY+USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

:'Hln.TH NO. a’ ol ?/?‘- ey

FILED JAN 13 1551

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

reg. o1sT. no. L ¥ 5 PRIMARY REG. DIST. W0. @02 - Rosivrar's No..... 2 e 2O

40884

State File Noociie e e e msosass

5356

1. PLACE OF DEATH

2. USUAL. RESIDENCE (Where decoased lived. 1f institution: reaidetion bafare

. a&. STAT| . sdinbalont. |
a. COUNTY cht(so!\l E Miss Oty b. COUNTY RQ.\{ axizi; i
b. CITY (H cutdide corpurate limits, write RURAL and ‘ln c. LENGTH OF ¢, CITY (If cutelds corporate limite, write RURAL sod give townabipy
. v? STAY tl.n '.hh place) OR
TOWN  Hansas Ci *y TOWN  Henrita ‘
d. FULL NAME OF (If not in hoapisal or lnstitution, give streat .ddu- or locntlnn) d. STREET (11 tursl, give looation) A ‘
HOSPITAL OR ADDRESS
INSTITUTION C.l.‘lclnus Mevey Hospilal. Gepn. Del. |
")
3. gs%ﬁs%% 8. (First) BY (Middle) c. (Last) 4. DATE (Menth) (Day) (Yean ‘
(Typeor Printy B 1]y Ray Meyer DEATH 1a_ 17 195
8, SEX 6. COLOR DR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In ywars| & OOER | TEAR | & teoER 1 KRS ‘
WIDOWED, DIVORCED (Bpecity) ' last birthday) | Montha ’ Days [ Hours | Mia. |
M_o W er MARR; €& U~ 29~ /956 |
10a. USUAL OCCUPATION (Givakindof werk | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE {State or forelgn sountry) 12, CITIZEN OF WHAT |
done during most of working lifs, sven if retired) -7 .. . ) COUNTRY?
S h, r cheld sagreho, Missouri o
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Billiec Ray Meyer: Melba Bransether chif
i5. WAS DECEASED EVER IN U.f. ARMED FORCES? 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

Yes. no, or unknown}

No

16, SOCIAL SECURITY
| (11 yum. pive war or dates of servion) NO.

NoNE

Bl - Pragen

. Enter only onsoatise per

18. CAUSE OF DEATH
I. DISEASE OR CONDITION P
DIRECTLY LEADING TO DEATH® ()

line for {a}, (b}, and (c}

MEDICAL CERTIFICATION

Lokl oo e, 1

*Thir does not wmean | ANTECEDENT CAUSES

the mode of dying, such

” L ONSET AND DEATH
'(_M -

Morbid conditions, if any, gising DUE TO (b)
rize o the above cause (a} ctaf.lng i

iure, 8
os heart fallure, asthenia . the undertying conse ot

cie. I ‘means the d-

case, injury, or cormplica- DUE TO {¢)

| ah

1l. OTHER SIiGNIFICANT CONDITIONS -

Conditions contributing to the death but not
related to the disesss or condition causing death.

tion which caused death,

19s. DATE OF OF_FI%A?‘- 19b. MAJOR FINDINGS OF OPERATION *

2. of Do g o Bt O

20. AUTOPSY?

R
) ves B w0 [
21a. ACCTDENT {Bpecity) 21b. PLACEOF INJURY (sg..inorabeas | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
- - SUICIDE [ home, tart, fagtory, strest, ofics bldy.. exe.) o

HOMICIDE
2)d. TIME {Month} (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

oF WHILEAT[—] NOT WHILE[

INJURY WORK AT WORK

2. [ hereby

certify that I attended the deceased from %g_ﬂ_,
alive on ) 5_5. and that dealh occurrdd al ____ __

1930 10 _Bectd | 19 50 that I last 1aw the deceased
m., from the causes and on the dale stated cbove,

23b. ADDRESS

Y9z 4

0 ﬂ /{@I }[E, Z3c. DATE SIGNED

.1
mg;enxruna F.C. Colenan. /W

24b, DATE

Concordia,C

24c. NAME OF CEMETERY OR CREMATORY

17 ~20-52
24¢. LOCATION (Otty, town, or county) {State)

tery Concordia, Hissouri 4

Dec, 224 1950

JAMES FUNERAL HOME, Concordia, Missouri

25, FURERAL DIRECTOR’ S BIGNATURE ABORESS




'
w,
~y

|

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by ...

. .. Student EMbaimer KOaeuencoovassorasssanenennss
working under my personal supervision. udent tmbaimer No vereer

ot DA 8L Mg f

Licenzed Embalmer No 9 /a L\" L}

P. O. Address.j_{_Q m e e

Note. The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license,)

. N _ - . 0y . Tt
If this body>is not embalmed, fact should be so stated "above. 7+ « T . B bl a

----------------------

Student Embalmer

ry
v




